These data thus give limited support to the suggestion that the two histological types may have different aetiologies. Our rates of adenocarcinoma, however, were based on small numbers, and the differential increase in the rates for the two histological types was not significant. Interpretation of these incidences is also complicated by the fact that it is more difficult to detect adenocarcinoma than squamous carcinoma by cervical screening. In the two American studies adenocarcinoma as a proportion of all cervical cancers in young women was 10-3%' and 13 6%2 in 1979-82; these compare with our figure of 7-6% and may reflect the success of the screening programme in the United States.
Proteoglycan concentration in synovial fluid: predictor of future cartilage destruction in rheumatoid arthritis?
The proteoglycans of the cartilage matrix are degraded early in the course of inflammatory joint diseases, and the fragments are liberated into the synovial fluid. These fragments can be measured in synovial fluid by an enzyme linked immunosorbent assay (ELISA) .' This assay was used to show differences in proteoglycan metabolism among diseases and also that synovial fluid proteoglycan concentrations vary considerably among patients with rheumatoid arthritis.2 This might indicate heterogeneity ofthe disease process and possibly predict the degree of progression of the disease and future joint destruction. We therefore studied a group of patients with rheumatoid arthritis from whom synovial fluid that had been aspirated 10 years previously was available, to see if the proteoglycan concentration at that time could be correlated with the degree of joint destruction later.
Patients, methods, and results
Thirty one specimens of knee joint synovial fluid from patients with classical or definite rheumatoid arthritis3 were selected from a batch ofspecimens collected in 1976-7. Radiographs of the knee joints were assessed according to the LarsenDale index,4 which measures destruction on a six grade scale: where 0 denotes a normal joint and 5 the most extensive disease of cartilage and bone. The knee joints looked well preserved radiologically at the time of aspiration (LarsenDale index 0-1). Intra-articular glucocorticoid injections had not been given for three months before aspiration. At follow up during 1985-6, 21 of the 31 patients (16 women and five men) were re-examined radiographically. Five patients had died, three refused examination, and two could not be traced. Five of the 21 patients had had an arthroplasty and for them the last radiographic examination before operation (1984-5) was used. All radiographs were assessed by the same radiologist. All knee joints were aspirated to dryness. The synovial fluid was collected in sterile tubes containing edetic acid 5 mmol/l, centrifuged at 1800g for 20 minutes, and then stored at -80°C before ELISA, as described. ' Correlations were calculated by Spearman's rank order correlation coefficient. A p value of -0 05 was considered to be significant.
The knee joints with the highest synovial fluid proteoglycan concentrations a decade previously had developed the most advanced joint destruction (rs=0 70, 
Comment
Permanent progressive destruction of joints is a feature of rheumatoid arthritis but there is pronounced variability among patients, the reasons for which are poorly understood.
This report is the first to correlate release of a defined cartilage matrix component and later joint destrction. Case report A previously healthy 71 year old man was referred to this hospital with a three week history of increasing malaise and deepening jaundice. He had a fever and tender hepatomegaly, and his gall bladder was palpable. Biochemical investigation showed a bilirubin concentration of 151 sLmol/l, indicating obstructive jaundice. Ultrasonography showed dilatation ofthe biliary tree down to the common hepatic duct with a stone obstructing the neck of the gall bladder, which was dilated. Endoscopic retrograde cholangiography showed the stone adjacent to the stricture of the common hepatic duct with upstream dilatation ( figure (a) ). A 9 cm 10 French gauge (3-2 mm) polyethylene straight endoprosthesis with side flaps (Amsterdam stent) was inserted through the stricture of the common hepatic duct ( figure (b) ) to drain the intrahepatic biliary tree.
Percutaneous drainage of the gall bladder with a 7 French gauge (2-4 mm) pigtail catheter under ultrasonographic control yielded 300 mi pus. The catheter was exchanged for a 12 French gauge (4 0 mm) Cope self retaining catheter and left within the gall bladder for two weeks, enabling the patient to return home for a few days. On readmission he had regained weight and was no longer clinically jaundiced (bilirubin concentration 25 ilmolIl).
Subsequently, under general anaesthesia and with radiographic control, the tract into the gall bladder was dilated with fascial dilators and a rigid nephroscope passed through a 26 French gauge Amplatz sheath into the gall bladder. The stone was visualised, a 5 French gauge electrohydraulic lithotripter probe (Wolf Lithotripter 2137, continuous pulse) was applied to its surface, and approximately 100 energy bursts of one second were delivered to induce fragmentation. Fragments were washed out ofthe gall bladder by saline irrigation around the nephroscope, and larger fragments were extracted with forceps. A -~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~. i. Foley catheter was inserted into the gall bladder before check cholecystography and then removed. The patient was discharged 48 hours after extraction of the stone. Six weeks later the endoprosthesis was removed and a cholangiogram showed complete resolution of the stricture of the common hepatic duct ( figure (c) ). At endoscopic sphincterotomy a small quantity of sludge was removed from the duct. The procedure was tolerated well by the patient, who was discharged 24 hours later.
This patient presented in a confused and toxic state with obstructive jaundice. He was considered to be unfit for surgery and was referred for endoscopic treatment. An endoprosthesis inserted through the papilla of Vater is currently used to treat malignant obstructive jaundice but rarely for benign biliary obstruction and choledocholithiasis.24 We were able to avoid the dangers of general anaesthesia and laparotomy by inserting an endoscopic stent to manage the stricture of the bile duct and a percutaneous tube to drain the empyema of the gall bladder.
Alternative methods ofmanaging cholecystolithiasis include percutaneous extraction, the instillation of dissolving agents, and extracorporeal shock wave lithotripsy.5 In this case the impaction of the stone within the neck of the gall bladder ruled out the alternatives except for extracorporeal shock wave lithotripsy, which was not available.
We believe this to be the first report of electrohydraulic lithotripsy of a stone within the gall bladder and the use of an endoprosthesis to relieve obstructive jaundice in Mirizzi's syndrome; we suggest that endoscopic and percutaneous treatment should be considered in other such cases.
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